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Top Loser 
Enrollment Form

Participant’s name:   ______________________________________________________________________________

Work phone number:   ___________________________________________________________________________

Alternate phone number:   ______________________________________________________________________

E-mail address:   ___________________________________________________________________________________

Which health plan are you currently enrolled in?

  Blue Shield        Kaiser        Anthem        Other   __________________________________

I will participate as:    A team        An individual

If you are participating as a team, please list the names of everyone on your team.

Team name:   ______________________________________________________________________________________

Team member 1:   _________________________________________________________________________________

Team member 2:   ________________________________________________________________________________

Team member 3:   _________________________________________________________________________________

Team member 4:   _________________________________________________________________________________

Team member 5:   _________________________________________________________________________________

Team captain (optional):   _______________________________________________________________________
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